T he blood pressure (BP) goal for Healthy People 2000 was to achieve BP control in 50% of the population with hypertension. Unfortunately, BP was only controlled in 31% in 2000. 1 When the goal was not achieved in 2000, the same goal of 50% was established in Healthy People 2010. 2 There is slightly Ͼ3 years to achieve Health People 2010. Do we have reason to be concerned with achieving this rather modest goal? One way to gauge our progress is to evaluate how well medical providers are adhering to guidelines.
There are several ways to evaluate guideline adherence, including physician surveys, chart reviews, and antihypertensive prescribing trends. 3 In addition, there are many ways to evaluate prescribing, including pharmacy databases. Some pharmacy databases have significant limitations, because they only provide data in aggregate and do not provide information about therapy for specific patients. An example would be the percentage of all of the prescriptions written for ␤-blockers. These studies provide information on overall prescribing trends but do not assess actual regimens being used in patients.
One of the common findings from prescribing trends demonstrates the steady decline in the use of diuretics. By the mid-1990s, most studies had found that diuretic use had declined to Ϸ10% of all antihypertensive prescriptions. 3 Again, it is important to recognize that this is the percentage of antihypertensive prescriptions and not that 10% of patients were receiving diuretics. Nevertheless, diuretic use dropped significantly from 1980 to 2000.
The study by Ma et al 4 in this issue of Hypertension is another examination of prescribing trends, but their study provides much better information than studies from pharmacy databases. These investigators used data from the National Ambulatory Medical Survey and the outpatient component of the National Hospital Ambulatory Medical Care Survey that is a validated data source used previously to evaluate antihypertensive use. The advantage of these surveys is that they provide patient-level information. There are, however, limitations to these national surveys as the authors acknowledge. One limitation is that complex patients who visit their physicians more frequently are probably oversampled. Another limitation is that the number of medications that were included in the survey There is good news for those who believe that thiazide diuretics are important components of most hypertension regimens. Thiazide diuretic use increased substantially from 2000 to 2003. Presumably, these trends support the notion that physicians were following recent guidelines and clinical trial results. 2, 5 There was some decline in diuretic use in 2004. These findings probably demonstrate the constant marketing pressure from the pharmaceutical industry to promote other drugs and highlight the need to continually emphasize the importance of diuretics. It will be interesting to see prescribing trends in 2005-2006 after the national dissemination programs currently being delivered by the investigator/educators from the Antihypertensive and Lipid-Lowering treatment to prevent Heart Attack Trial (ALLHAT).
Perhaps the more important finding from the study by Ma et al 4 is the fact that combination therapy increased from 48% in 1993% to 60% by 2004. The majority of these combinations included a diuretic. It seems that physicians have heard the message concerning the need to use Ͼ1 drug to achieve BP goals, which is consistent with both the Seventh Joint National Committee and ALLHAT. 2, 5 These findings suggest that physicians may be treating hypertension more aggressively.
Although these prescribing trends are important findings, they do not provide insight into BP control. Is there any reason to believe that the findings by Ma et al 4 have translated into improved BP control? This question is critical, because good medication regimens may still be dosed suboptimally, and patients may still not take them as prescribed. In addition, just because a physician has high knowledge of how to treat hypertension does not mean that the patient BP control rates will be high. 6 The latter issue is likely because of clinical inertia on the part of providers, as well as patient and health system organizational barriers that are largely beyond the physician's control. (Table) . 7 These NHANES findings are in agreement with those from the National Committee for Quality Assurance (NCQA), which accredits managed care organizations that have found control rates of Ϸ57% in 2002. BP control increased to Ϸ65% in 2004 (Table) . 8 These BP trends seem to support the findings by Ma et al. 4 These data actually demonstrate 3 major gaps that policymakers, health services researchers, and clinicians need to address. The first gap is the one between control rates for all patients with hypertension (40%) and those under treatment (65%). This gap is caused by patients who do not visit their physicians, patients who have gone undiagnosed, or patients who have had high BP values in the office but have not been treated. Closing this gap will require increased screening and surveillance, employer-based programs, and strategies to encourage providers to diagnose and treat patients who demonstrate high BP values in the office.
The second gap is the one between those on Medicaid (61%) and those on commercial insurance (67%). This gap may not be significant if these populations are controlled for complexity and case mix, but these data still need attention.
The third gap is the gap in BP control rates for those being treated (65%) and the maximum achievable BP control rate. Controlled clinical trials have found that BP can be controlled in 60% to 70% of patients when there is close follow-up and forced drug titration. 9, 10 If 65% to 70% control is our target, then the gap for treated patients may no longer exist. However, I believe we can do much better than 70%, and quality improvement strategies that include organizational change and/or changes in the healthcare team have achieved substantial improvements in BP control, sometimes as high as 90% in primary care settings. 11, 12 I believe that these findings are indeed reason to celebrate but also reason to redouble our efforts. If, in fact, hypertension control in 2004 was Ͼ40% for all patients with hypertension and Ͼ65% for those being treated, there is hope that the Healthy People 2010 goals for hypertension can be achieved. 
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